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Are Older Adults Who Participate in
the Supplemental Nutrition Assistance
Program Healthier Than Eligible
Nonparticipants? Evidence from
the Health and Retirement Study
Jin Kim
Northeastern Illinois University
This research examined the impact of participation in the Supplemental Nutrition Assistance Program on the health of older adults. The
study used panel data from the 2004-2012 Waves of the Rand version
of the Health and Retirement Study to estimate regression models of
self-reported health and the number of doctor-diagnosed conditions,
controlling for individual characteristics and time fixed effects. The
findings revealed that program participants did not maintain or improve their health status relative to non-participants during the study
period. Thus, the study confirms that program participation confers
negligible benefits in maintaining and improving the health status of
older adults.
Key words: Supplemental Nutrition Assistance Program, SNAP, food
insecurity, self-reported health, doctor-diagnosed health

Background and Significance
As of 2013, approximately 4.2 million individuals ages 65
and older in the U.S. were living in poverty, according to the
most recently available Census data (U.S. Bureau of the Census, 2015). Among the public programs that provide protection
against poverty (and near-poverty) for older adults is the Supplemental Nutrition Assistance Program (SNAP) that serves, on
average, 46.5 million individuals in the U.S., of which 9% are reported to be age 60 and older, with total benefits exceeding $69.9
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billion in fiscal year 2014 alone (U.S. Department of Agriculture,
2017). Given the magnitude of the program in terms of the number of older Americans served and the amount of public spending incurred, the program’s potential anti-poverty impact, and
more specifically, its ability to address hunger and malnutrition
among economically vulnerable older adults cannot be ignored.
Prior studies assessing the impact of the Supplemental Nutrition Assistance Program (SNAP), as well as other food assistance programs, on the health and nutrition status of older adults in the U.S. have generally found the programs to be
somewhat effective, at best, and ineffective, at worst, in attaining favorable health and nutrition outcomes (Edwards, Frongillo, Rauschenbach, & Roe, 1993; Lee & Frongillo, 2001a; Millen,
Ohls, Ponza, & McCool, 2002; Ponza et al., 1996). These extant
studies, however, used non-randomized, and in some cases,
cross-sectional designs that may have been susceptible to selection effects, whereby any presumed relationship that was revealed between program participation and unfavorable health
or nutrition outcomes may have been due to a greater propensity among older adults with poor(er) health to enroll in a food
assistance program in the first place.
Admittedly, implementing randomized study designs presents ethical and design challenges that make it difficult to identify an appropriate comparison group of nonparticipants that
is as similar as possible to those receiving program benefits so
as to isolate program effects. As such, prior studies evaluating
the effectiveness of food assistance programs have attempted
to circumvent this issue generally in one of two ways. One approach to addressing this challenge has been to match SNAP
participants and non-participants on key economic, health, and
sociodemographic characteristics, or at least sample a comparable group of nonparticipants (Edwards et al., 1993; Millen et al.,
2002; Ponza et al., 1996), but these studies have been criticized
for neglecting level of need for food assistance in the matching
process. The other major approach to ensuring comparability
between program participants and nonparticipants has been to
use statistical controls, most notably through the use of multivariate regression techniques (Lee & Frongillo, 2001a), relying
on the proposition that level of need for food assistance should
be among the key characteristics upon which participants and
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nonparticipants should be compared (Roe, 1990; Rose, Gundesen, & Oliveira, 1998; Vailas, Nitzke, Becker, & Gast,1998).
While the latter group of studies makes a compelling case
for the importance of a key control characteristic (i.e., level of
need for food assistance), they used cross-sectional regression
models where the time order between program participation
and health and nutrition outcomes necessary to infer program
effects could not be distinguished. As such, this study contributes to the existing body of knowledge regarding the effectiveness of food assistance programs, namely, the Supplemental
Nutrition Assistance Program, in two important ways. First,
this study incorporates an income-based measure of level of
need for food assistance as a key control characteristic to account for likely selection effects. Second, the study uses panel
data regression models so as to observe changes in health over
an extended period, so as to infer program effects that may not
be contemporaneous with health status.
Specific Aims
Accordingly, this study examines: (1) the ways in which
SNAP participants differ from eligible nonparticipants to confirm level of need for food assistance as a key control characteristic; and (2) whether the effects of SNAP participation on the
health of older adults differs across level of need for food assistance, to address the broader issue of whether older adults who
participate in SNAP maintain or improve their health relative to
non-participants over time.

The Literature
The Supplemental Nutrition Assistance Program (SNAP),
formerly known as the Food Stamp Program, was formally established under the Lyndon Johnson administration as part of
the Food Stamp Act of 1964. As an integral part of the overall
economic safety net provided by the federal government, the
program is now estimated to lift upwards of 5 million individuals out of poverty annually and currently serves more than
4 million individuals aged 60 and older (U.S. Department of
Agriculture, 2017). SNAP relies on Electronic Benefits Transfer
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(EBT), a payment system now implemented in all fifty states,
whereby recipients authorize transfer of benefits from a Federal
account to a retailer to pay for goods purchased (U.S. Department of Agriculture, 2017).
Prior studies assessing the impact of participation in SNAP,
as well as other food assistance programs, on health- and nutrition-related outcomes have generally been split as to whether
such programs produce favorable effects. Extant studies using
matching designs (Edwards et al., 1993; Millen et al., 2002; Ponza et al., 1996) have revealed somewhat favorable outcomes in
the way of reduced risk of hospitalizations, better nutrition and
dietary practices, and higher levels of socialization among program participants, while studies using statistical controls for
level of need for food assistance (i.e., food insecurity), have reported similar or worse health and nutrition outcomes among
program participants (Lee & Frongillo, 2001a), often depending
on the nature of benefits being provided.
In one study assessing the impact of an in-kind assistance
program (i.e., the Elderly Nutrition Program [ENP]), on nutritional health, Millen et al. (2002) matched a nationally representative sample of ambulatory and homebound ENP participants
with a sample of nonparticipants from the U.S. Healthcare Financing Administration’s Medicare beneficiaries listings. The
nonparticipant sample was selected from the same zip codes
as ENP participants, and was screened for age, income, disability status, and program participation. The screened sample
was then stratified by income and disability into six income/
disability cells, from which random samples were drawn to ensure comparable distribution of income and disability statuses
across participants and nonparticipants. Compared with nonparticipants, ENP participants had up to 31% higher average
daily nutrient intakes and 17% higher average monthly social
contacts based on self-reported nutrient intake and socialization patterns.
In another study subsumed under the category of a matching design, Edwards et al. (1993) evaluated the benefits of
home-delivered meals for the diabetic elderly. The study sample consisted of diabetic elderly persons who were receiving
home-delivered meals across New York state (i.e., the program
or treatment group), who were then compared against another
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group of diabetic elderly on the program waiting list. Unlike
Millen et al. (2002), where program participants were matched
to nonparticipants according to zip code, income, and disability
status, this was a direct assessment of program and comparison
groups across three outcomes: the risk of hospitalization, food
insecurity, and dietary practices. Compared with those on the
waiting list, diabetic elderly persons receiving home-delivered
meals were significantly less likely to have been hospitalized as
a result of hyper- or hypo-glycemia, less likely to report food
insecurity, and more likely to have regular eating patterns and a
greater diversity in their diets based on a combination of self-reports and information provided by physicians.
While the aforementioned studies subsumed under the category of matching designs reported favorable outcomes as a result of participating in the respective food assistance programs,
they have been criticized for neglecting level of need for food
assistance as a key control characteristic. As such, a separate
line of studies (Lee & Frongillo, 2001a; Lee & Frongillo, 2001b;
Roe, 1990) assessing the effectiveness of food assistance programs have incorporated measures of food insecurity to proxy
level of need for food assistance, hypothesizing that program
participation might generate larger effects for those with greater levels of need.
In Lee & Frongillo (2001a), variables related to food insecurity
and participation in the Supplemental Nutrition Assistance Program were combined to produce four subgroups for comparison:
food insecure participants; food insecure nonparticipants; food
secure participants; and food secure nonparticipants (the reference group). Incorporating level of need for food assistance in
this manner, the study revealed that among food insecure elderly
persons, program participants had similar or poorer self-reported health status; hospitalization; mortality risk; nutrient intakes;
skinfold thickness; and nutritional risk as compared with food
secure nonparticipants. Meanwhile, food secure program participants had similar (but not poorer) health and nutritional outcomes as compared with food secure nonparticipants.
Thus as a whole, the current body of research lacks consensus on the overall effectiveness of food assistance programs on
health- and nutrition-related outcomes. The most straightforward interpretation of existing research could be that, assuming
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the accuracy of findings, these are distinct programs being
evaluated whereby in-kind services (i.e., the Elderly Nutrition
Program and Home Delivered Meals) are being compared with
near-cash assistance (i.e., SNAP). Interpreted differently, however, it could be that the disparate outcomes are due to the different research designs being used.
In the case of the former interpretation, this is easily remedied in subsequent research by simply distinguishing the nature
of program benefits being assessed. In the case of the latter interpretation, at least three key points deserve mention and provide direction for the current study. As food insecurity, standing alone, has been revealed to be a significant determinant of
health and nutrition outcomes for older adults (Lee & Frongillo,
2001b; Roe, 1990), it may be worth investigating whether the effects of food assistance program participation differ across levels of food insecurity. Secondly, and perhaps more importantly,
even where controls for food insecurity have been implemented
by way of regression techniques, the cross-sectional regression
models that were used in prior studies do not establish the time
sequencing between program participation and health and nutrition outcomes that is vital to inferring program effects. Third,
while a prospective, matching design with level of food security as one of the matched variables would indeed help to clarify
time order between program participation and health and nutrition outcomes (and hence, provide a strong test of program
effectiveness), this can be weighed against the statistical power
that an already existing, large-scale dataset would offer. With
these considerations in mind, this study uses secondary panel data and incorporates a longitudinal design with statistical
controls to help strengthen our current understanding of the
impact of food assistance programs.

Data and Methods
This study used panel data from the 2004-2012 Waves of the
Rand version N of the Health and Retirement Study (hereinafter referred to as the “Rand HRS”) to estimate fixed effects
regression models of both self-reported and doctor-diagnosed
health. The Rand HRS is a cleaned and processed data file derived from all waves of the original Health and Retirement
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Study, and contains information on six birth year entry cohorts,
including the original study sample (b. 1931-1941); the AHEAD
cohort (b. before 1924); Children of the Depression (b. 19241930); the “War Babies” (b. 1942-1947); Early Baby Boomers (b.
1948-1953); and Mid-Baby Boomers (b. 1954-1959). The overall interview response rates for each sample are quite high, ranging
from a low of 86.4% to a high of 90.1% in 2004 (the first year of
the study sample). Meanwhile, the data file contains detailed
information about various income sources, including government transfers, as well as various health-related measures, and
is thus well-suited for a study assessing the impact of SNAP
participation on the health-related outcomes of older adults.
The study sample included individuals ages 60 and older
from Waves 7 through 11 (2004-2012), since age 60 is the first
year in which individuals may become categorically eligible for
SNAP on the basis of age. This initial sample of individuals was
followed for a minimum of two years and a maximum of 10
years until individuals first became income eligible for SNAP
benefits.
Income eligibility was determined using the established
program thresholds of (1) 130% of poverty for gross monthly
income, and (2) 100% of poverty for net monthly income, both
taking into account household size. While the gross monthly income test is a straightforward income-to-threshold application
(taking into account household size), net monthly income was
determined by applying the standard deduction for all households (which varies according to household size and by year)
and the 20% earned income deduction. Other allowable deductions, most notably for medical expenses exceeding $35 per
month for elderly or disabled, were ignored in determining net
monthly income, due to considerable missing data, specifically
related to out-of-pocket medical expenses incurred.
The first sample, then, used to determine whether SNAP participants differ from eligible non-participants consisted of 4,264
individuals ages 60 and older who were estimated to be income
eligible to receive SNAP benefits during the study period. Any
individual who became ineligible for SNAP benefits during the
study period was dropped from the analysis beginning with
the first period of ineligibility. Sample members who became
ineligible were dropped due to their higher levels of income.
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Since it is well established that individual/household income
and individual health (as well as food security) are strongly,
positively correlated, dropping these individuals from the analysis likely resulted in underestimating the favorable impact of
program participation on health-related outcomes. Meanwhile,
the final analytical sample used to determine whether the effect
of SNAP participation on older adult health differs across level of need for food assistance included 19,447 individuals ages
60 and older who were each observed for up to five two-year
periods, totaling 65,371 person-periods to examine changes in
both self-reported health and doctor-diagnosed health during
the study period.
Key Measures
The main outcome variables in this study were: (1) SNAP
participation, which was operationalized as a dichotomous variable with “participation” versus “eligible non-participation”; (2)
a self-reported health rating of 1 to 5 wherein the value “1” denoted excellent health and the value “5” denoted poor health;
and (3) the number of doctor-diagnosed health conditions from
among high blood pressure, diabetes, cancer, lung disease, heart
problems, stroke, psychiatric conditions, and arthritis. Note
that the self-reported health variable was recoded for the final
analysis, such that a value of “1” denoted poor health and “5”
denoted excellent health, for ease of interpretation. Meanwhile,
the number of doctor- diagnosed health conditions variable was
operationalized as a straightforward numerical count ranging
from 0 to 8.
Thus, in the first (logistic) regression model examining the
determinants of SNAP participation, the key measures included variables related to the level of need for food assistance, (i.e.,
food insecurity), health and functioning, and socio-demographics. These specific variables were included so as to be consistent
not only with prior studies assessing the effectiveness of food
assistance programs, but also with the broader welfare participation literature for which the determinants of welfare program
participation are mostly well established (Currie, 2004; Moffitt,
1983). Be that as it may, the Rand HRS contains a derived variable that measures the household income-to-poverty ratio. This
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particular variable was used as the selected measure of level
of need for food assistance. Given the range of possibilities for
how to define the notion of food insecurity (Pinstrup-Andersen, 2009), this particular income-based measure appeared to be
most consistent with how prior studies have both conceptualized and operationalized the construct (Burt, 1993; Lee & Frongillo, 2001a, 2001b; Quandt & Rao, 1999; Wolfe, Olson, Kendall,
& Frongillo, 1996).
Meanwhile, health status as another potential determinant of SNAP participation included a series of dichotomous
variables indicating the presence or absence of the eight doctor-diagnosed health conditions named above (i.e., high blood
pressure, diabetes, cancer, lung disease, heart problems, stroke,
psychiatric problems, and arthritis). A separate variable capturing functional limitations included three mutually exclusive
categories: “no ADL difficulties” “1 to 2 ADL difficulties,” and
“3 or more ADL difficulties.” Last were a series of categorical
variables capturing socio-demographics, including educational
attainment (“no high school;” “high school or GED;” and “some
college or more”); age (“60 to 69” “70 to 79” and “80+”), gender
(“male” and “female”); race-ethnicity (“non-Hispanic White;”
“non-Hispanic Black;” “Hispanic;” and “non-Hispanic other”);
and living status (“living alone,” “living with others,” and “living as married”).
In the second and third panel data regression models assessing the impact of SNAP participation on self-reported health
and doctor-diagnosed health, respectively, separate variables
related to level of need for food assistance (hereinafter referred
to as “food insecurity”), baseline health status, and SNAP participation were combined and classified into eight categories
that included: (1) food secure-healthy-non-participants; (2) food
secure-healthy-participants; (3) food secure-unhealthy-nonparticipants; (4) food secure-unhealthy-participants; (5) food insecure-healthy-nonparticipants; (6) food insecure-healthy-participants; (7) food insecure-unhealthy-nonparticipants; and (8)
food insecure-unhealthy-participants. Note that “food insecurity” for the purpose of this analysis was operationalized as
a dichotomous variable, such that any individual reporting a
household income to poverty ratio of less than 2.0 was coded
as “food insecure,” and any individual reporting a household

104

Journal of Sociology & Social Welfare

income to poverty ratio equal to or greater than 2.0 was coded
as “food secure.” In other words, any individual with income
less than 200% of the federal poverty line was determined to be
food insecure. Moreover, baseline health status for the self-reported health measure was operationalized as a dichotomous
variable with “good,” “very good,” or “excellent” ratings denoting “healthy” status, and “fair” or “poor” ratings denoting
“unhealthy” status. Further, baseline health status for the doctor-diagnosed health measure was also operationalized as a dichotomous variable, with “less than two conditions” denoting
“healthy” status, and “two or more conditions” denoting “unhealthy” status.
Meanwhile, individual characteristics related to educational
attainment levels, functioning, age, gender, race-ethnicity, living situation, and health insurance status, as well as time fixed
effects were also included in the panel data regression models.
Time fixed effects, i.e., dummy variables indicating the time period in the study (1 to 5), were included so as to mitigate the
possibility of omitted variable bias, and specifically, possible
bias related to those omitted variables, wherein their effects
vary across time but not across entities or individuals. Meanwhile, the variables related to individual characteristics were
retained from the first participation model and operationalized
in the same manner described above.
Using the key measures constructed and prepared for analyses, and with respect to the initial investigation of whether SNAP participants might be systematically different from
non-participants, it was expected that SNAP participants would
be likely to report greater levels of need for food assistance (as
measured by the income-to-poverty ratio) relative to non-participants. With respect to the main research question of whether
the effects of SNAP participation on both self-reported health
and doctor-diagnosed health would differ across levels of need
for food assistance, it was expected that:
1) Among individuals who are food secure and healthy
at baseline, SNAP participants would maintain their
health;
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2) Among individuals who are food secure and unhealthy at baseline, SNAP participations would improve
their health;
3) Among individuals who are food insecure and
healthy at baseline, SNAP participants would maintain
their health; and
4) Among individuals who are food insecure and unhealthy at baseline, SNAP participants would improve
their health.

Results
Table 1 reports the odds ratios, 95% confidence intervals,
and p-values from a logistic regression model examining the
determinants of SNAP participation. The model revealed that
a lower income-to-poverty ratio, poor health and functioning,
non-White race-ethnicity, and living with others were positively and significantly associated with SNAP participation. Most
notably, individuals with an income-to-poverty ratio between
.50 and .99 were 43.7% (95% CI: 1.153-1.795) more likely to participate in SNAP relative to individuals with an income-to-poverty ratio equal to or greater than 1.00, suggesting that those with
greater levels of need for food assistance were indeed more likely to participate in the program.
Conversely, educational attainment, older age, and a living status as married or partnered were negatively associated
with SNAP participation. Interestingly, individuals in the 70 to
79 age category were 44.8%% (95% CI: 0.459-0.663) less likely to
participate in SNAP, while those in the 80+ age category were
64.5% (95% CI: 0.278-0.452) less likely to participate in SNAP,
both relative to individuals in the 60 to 69 age category.
Table 2 reports regression coefficients and standard errors
for the effects of food insecurity and SNAP participation on
self-reported health. Columns 1 through 4 present the results
for the OLS regression of self-reported health, with each model
controlling for individual characteristics and time fixed effects.
Among older adults who were food secure and healthy at baseline, the coefficient on SNAP participation was negative and
statistically significant at the .01 level, indicating that program
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Table 1. Odds Ratios, 95% Confidence Intervals, and P-Values from a
Logistic Regression Model of SNAP Participation: Health and Retirement Study 2004-2012
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Table 2. Regression coefficients and standard errors of the effects
of food insecurity and SNAP participation on self-reported health,
HRS 2004-2012 (N=65,371)
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Table 3. Regression coefficients and standard errors of the effects of
food insecurity and SNAP participation on the number of doctor-diagnosed conditions, HRS 2004-2012 (N=65,371)

participants reported a health rating that was .084 units lower on average relative to non-participants. Among older adults
who were food insecure and healthy at baseline, the coefficient
on SNAP participation was also negative and statistically significant at the .01 level, indicating that program participants
reported a health rating that was .170 units lower on average
relative to non-participants. Among older adults who were food
insecure and unhealthy at baseline, the coefficient on SNAP
participation was again negative and statistically significant, indicating that program participants reported a health rating that
was .045 units lower on average relative to non-participants.
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Table 3 reports regression coefficients and standard errors
for the effects of food insecurity and SNAP participation on
the number of doctor-diagnosed health conditions. Columns
1 through 4 present the results for the OLS regression of the
number of doctor-diagnosed health conditions with each model
controlling for individual characteristics and time fixed effects.
Among older adults who were food secure and unhealthy at
baseline, the coefficient on SNAP participation was positive and
statistically significant at the .01 level, indicating that program
participants had .269 more diagnosed conditions on average relative to non-participants. Among older adults who were food
insecure and healthy at baseline, the coefficient on SNAP participation was also positive and statistically significant at the
.01 level, indicating that program participants had .062 more
diagnosed conditions on average relative to non-participants.
Among older adults who were food insecure and unhealthy at
baseline, the coefficient on SNAP participants was again positive and statistically significant, indicating that program participants had .306 more diagnosed conditions on average relative
to non-participants.

Discussion
This research examined the impact of participation in the
Supplemental Nutrition Assistance Program on self-reported
health ratings and the number of doctor-diagnosed conditions,
under the expectation that, contrary to prior research incorporating statistical controls for level of food insecurity, the program would reveal favorable health outcomes among program
participants. The findings, however, revealed that among older adults who were food secure and healthy at baseline, SNAP
participants reported worse health relative to non-participants,
thus suggesting that program participants did not maintain
their healthy status during the study period. Among older
adults who were food insecure and healthy at baseline, SNAP
participants again reported worse health relative to non-participants, reinforcing that program participants did not maintain their healthy status during the study period. Among older adults who were food insecure and unhealthy at baseline,
SNAP participants reported worse health relative to non-par-
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ticipants, suggesting that program participants did not improve
their health status during the study period.
Incorporating an alternate measure of health did not alter
the overall conclusions. Among older adults who were food
secure and unhealthy at baseline, SNAP participants reported
more doctor-diagnosed conditions relative to non-participants,
thus suggesting that program participants did not improve their
health status during the study period. Among older adults who
were food insecure and healthy at baseline, SNAP participants
again reported more doctor-diagnosed conditions relative to
non-participants, suggesting that program participants did not
maintain their healthy status during the study period. Finally,
among older adults who were food insecure and unhealthy at
baseline, SNAP participants reported more doctor-diagnosed
conditions relative to non-participants, reinforcing that program participants did not improve their health status during
the study period.
Implications
As such, this study confirms that older adults who participate in the Supplemental Nutrition Assistance Program indeed
fare worse with respect to health-related outcomes relative
to those who do not participate in the program. While prior
cross-sectional studies that use statistical controls left open
the possibility that any observed relationship between SNAP
participation and poor health-related outcomes may be due to
selection effects (whereby older adults with poor[er] health are
more likely to enroll in the program in the first place), the panel
data regression models used in this study allowed for extended
observation of the effects of program participation and subsequent health changes over time, but favorable health outcomes
never materialized.
The results are indeed surprising, but point to a disconnect
between receiving SNAP benefits, subsequent changes in an
older adult’s ability to acquire or purchase food, and the actual purchase or allocation of resources to acquire healthy and
nutritious food (Pinstrup-Anderson (2009). Among older adults
who are food secure (i.e. defined herein as having income above
200% of federal poverty), not maintaining or improving one’s
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health over time might be attributed to the manner of (SNAP)
resource allocation, given higher income levels among food secure individuals. On the other hand, among older adults who
are food insecure (i.e. defined herein as having income below
200% of federal poverty), not maintaining or improving one’s
health might be an issue pertaining to access, and in more extreme cases, sacrifices that are being made, given the relatively
higher price of healthy foods such as fruits and vegetables accompanied by lower income levels.
Another notable dimension to the research were the findings generated by the initial logistic regression model examining the determinants of SNAP participation, so as to uncover
potential selection factors. As expected, the model revealed that
program participants were indeed systematically different from
eligible nonparticipants, in revealing lower income-to-poverty ratios, and hence, greater levels of need for food assistance
(i.e., food insecurity). Interestingly, older adults in the lowest
income-to-poverty ratio category of less than .50 who might be
labeled as extreme in their level of food insecurity, were not
significantly more likely to participate in SNAP relative to older
adults with income-to-poverty ratios equal to or greater than
1.00, thereby suggesting that those with the most extreme levels
of need lack adequate access to public food assistance. Another interpretation may be that older adults displaying the most
extreme levels of need for food assistance face significant challenges to participation that cannot be overcome, such as lack
of information about the program(s) or difficulty in completing
the applications (Currie, 2002; Moffitt, 1983).

Limitations
The major finding that older adults who participate in
SNAP generally fail to maintain or improve their health relative
to eligible non-participants should be interpreted with caution.
For one, there is no way to confirm whether program benefits
are actually going to the elderly recipient or that the food purchased is indeed healthy and nutritious. That is, SNAP participation has not been correlated with actual purchase and consumption of food in this study.
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An additional concern in the initial model of SNAP participation pertains to accurately estimating income eligibility for
the SNAP program, which in turn may affect the comparability of participants and nonparticipants in subsequent analyses.
That is, individuals in the sample who reported receiving SNAP
benefits but who were estimated to be ineligible were presumably errors likely deriving from either the eligibility estimation
procedure or in the survey respondents’ reporting of income
and/or receipt of SNAP benefits. In this study, of the 2,275 individuals in the original sample who reported receiving SNAP
benefits, 454 were estimated to be ineligible, yielding an error
rate of 20.0%. While a direct comparison of the extent of error
is not possible since prior studies assessing the impact of food
assistance programs place less emphasis on potential selection
factors, it should be noted that compared to studies in other related policy contexts, namely, in studies examining the factors
associated with participation in the Supplemental Security Income program, Davies, Huynh, Newcomb, and O’Leary (20012002) reported an error rate of 31.5% while McGarry (1996) reported an error rate of 22.2%.

Conclusion
In sum, prior studies correlating contemporaneous SNAP
participation with health outcomes have indicated that program participants fare worse than non-participants in the way
of self-reported health and hospitalization risk, while studies
with matching designs have revealed more favorable health
outcomes. This study used panel data regression models using
an income-based measure of food insecurity to confirm that
program participation confers negligible benefits in maintaining and improving the health of older adults.
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Appendix
Baseline Characteristics of Sample Members by Food
Insecurity, Health, and SNAP Participation Statuses
Table A1 describes the baseline characteristics of sample
members by food insecurity status, self-reported health rating,
and SNAP participation status. Among older adults who were
food secure and in good health at baseline, SNAP participants
reported worse health on average relative to non-participants at
baseline (3.56 vs. 3.73). Among older adults who were food insecure and in good health at baseline, SNAP participants reported
worse health on average relative to non-participants at baseline
(3.42 vs. 3.59). Among older adults who were food insecure and
in fair or poor health at baseline, SNAP participants reported
worse health on average relative to non-participants at baseline
(1.61 vs. 1.68).
Table A2 describes the baseline characteristics of sample
members by food insecurity status, the number of doctor-diagnosed health conditions, and SNAP participation status. Among
older adults who were food secure and with two or more conditions at baseline, SNAP participants reported more health conditions on average relative to non-participants at baseline (3.11
vs. 2.86). Among older adults who were food insecure and with
less than two conditions at baseline, SNAP participants reported fewer health conditions on average relative to non-participants at baseline (0.67 vs. 0.68). Among older adults who were
food insecure and with two or more conditions at baseline,
SNAP participants reported more health conditions on average
relative to non-participants at baseline (3.42 vs. 3.08).

114

Journal of Sociology & Social Welfare

Table A1. Baseline Characteristics of Sample Members by Food Insecurity, Self-Reported Health Rating, and SNAP Participation: Health
and Retirement Study 2004-2012
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Table A2. Baseline Characteristics of Sample Members by Food Insecurity, Number of Doctor-Diagnosed Health Conditions and SNAP
Participation: Health and Retirement Study 2004-2012
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